
.'UPi. 11. am1 4 : 23PM NO.949 P.2 

TOBEFILLEDINBYOWICESTA,FFZ , 
LastName Fm Name AECCCS lD D.O.B. Age 

Pdmary Care Fmvida Date of Examination Health Plan Name 

R&h wt Weight PCKUltik Height Paccntils Head Chamfaaue Pt!WIlT.ilC 2 

To BE FILtED IN BY PROVIDER 
INITLU HsrOEY 
war history foxnl coxlpk&? 
Is a 2nd newborn scrc&ng (NW, etc.) necessary? 

1 I ye.5 [ I No 

zpzdti& f.gn in the hospital? t ; ;: 
- I ] BreastFeeding 

;; r. 
0 

Supplements: [ ] Fluoride 
I 1 Formula (vpd 

SENSORY As- 
[ ] vitamins I I hn 

vio?E within nomA limits? 
Hearing: Within normal limits? 

DEVELOPMENTAL ASSESMENT &e appmprhtc? 

Yes No 
SkiSi. .“...“...“.~“...-.-...“..“.““..“. 
Head ,“I.......“.,.....” . . . . . 
Eye5 (redTcfkx) -._“-,-._-,-1..,“.-1”,.“- 

Nose .-_...L.l...-...“-“..“-,-.“-...-. 
Moutll~t 1.....-“........ “,...a.-.....““..,.“~ H-l 
Nodes . . ..“....C.U-C......-........ 
HfSt ‘( H-l 
Lungs 1.-.-m.“,...“*.. .,... I......--... 1 I I 
Abdomen (cord) .-..n”“-““---l”.-.“.“.“...- 
Rectum I-.-.“..“.......w....e-“...-.,-* 
FClLPLhC . . . . ..-“.“.......“......“~......“..... 
Excotn. I . . . . . n.....“., 
Hfp Abii 

..W.....“.......“. 
. ..“......” . . . . . “C....“...Y-C.“.. 
E.xmulities )r”“..~,...-~,-.-,“-“.. 
spine I...-,.““.....“-.-....,....“” 

[ I G-d~==Wpactl= 
[ I Postpawn adjustment. 
[ ] Infiultcarc/sIecppositioning 

i+&$ - 1 1 h@Yp-*n $$$~’ ’ 
&&J 

Edlow-lm needed? [ I Yes [ I No 

Did this child receive all immurdzaticms due today? I 1 Yes [ I No 
Istllerea axcait itllmunizatlon XecQxd ill.the mtdical chart? [ 1 Yes [ 1 No 

[ 1 Closencsswiththebaby 1. 1 c= 
[ 1 Individualityofinfams r 1 WE 

r lSP+-w 
1 I otha 

--hu- 

t Next sckduled visit Qinldan Name Clinidm Sigtmue 

Was tbia daim coded as an EPSDT Visit ~CFA.lSOO)? I 1 y= 1 1 No c 



JUN. I 1 . d&l 1 4 : 23PM ru . 343 P . 3 

TOBEFlUEDINBYOFFICE~: 
Iat.Nilmc First Name uicccsm D-03. &e 

Rimup Care Frwidv Date of Examination Healttl Plan Name 

Bktb wt weight Paceutie PUrrntUe Head Uramfacucc Percentile 

TO BE FIUXD IN BY PROVIDER 
HISIQRY INI’IUL~VL 

Was histtny form corn&ted? ‘1 I yes [ 1 No 
- Was Hepatitis B give in the hospital7 

lWT’IW3ONALASSESSMENT [ ] Breast Fcedixg 
I 1 yes r I rsJ0 

Suppleqznts: ( ] Fluoride 
I 1 Fan-da (tppe) 

[ I vitamins 
SENSORY ASSESSMENT Visioa: WahinnomalIimits? 

i 1 Irfm 

: 1 2 
I 3 No, bfcx 

Headq WWnnoxmaI limits? 
DEVlXOS%fENLU ASSBSSMENT Age appropriate7 

[ ] No, Refer 
[ I Yes 

Responds to sounds, responds to pare&s face and voice, foihws with eyes. 
r I No 

(If suspicious, do sped& object&e testing) Asswmmt Tad (name) 

Yes No 
S&Xl “..a.“.- ,,,.. ..,..“....,“.. ..,......... . . . . . 
Head . ..I”...“.” ,......... -*...1..1*.1..... _.“. 
Epes (red reflex) -....1...““-.1.“.,....,-...,,“~ . . . . . - 
Ih ( spnmctrlw .* . . . . . ..~-.“̂ ,....~.~...11...-.,.” .,,. .” 
Nose . . . ..I......... ..,. -.,..............“,““...- 
MouthIRmat . . . . . . ...“.....“.. . . . . . . ..I.“......... . . . . . . . 
Nodes 

Abdomen . . . . . . ..*.........s . . . . . . ..I.” . . . . . . . . . I._._. 
Fem. Pulse .* . . . . . “....w,.-.*......“““l..... . . . . I . . . . ( 
BxtGaL .“....I....,. . . . . . . . . . . . . . ..“.....a...- . . . . . 
Hip Abduc. 

. ..., a...” ..,...” ..o. -,..I-,.” .,..,,,, 

Ncuro I FoIlow-up needed? I I No 

Did this child recclve al! immrmizattons due today? I I Yes [ I No 
Is them a current immunization record in the medica! chart? t 1 Yes 1 3 No 

1 I Way prewndlon 
[ ] s1eeppIacticfs 
[ 1 a=p po~~oalg 
[ 1 Bladder audbowel habits 
[ 1 Nutitian . . 

[ ] Infant Deveiopment 
[ ] TimetocaIlthedoctoz 
[ 1 Iufaxtraxe 
[ ] PhnsfoTnurtvklt 

I 
Next scheduled visit Uialdan Name cllalcian signature 

Was this claim coded as m WDT Visit (?iCFA-lSOO)? r 1 Y= I 1 No 



JUN.ll.s?%@l 4 : 24PM NO.349 P.4 

$$tp+ 
$9 
~ b4R” :$!!, ) !$&$ 

I I 

TO BE PIUED IN BY PROVIDER 
?zIsroRY INxTJALmu 
cauments 

L I I I 

NUTBITiONALAssESSME.NT [ J BrwtFeeding -1 ] Formula (type) 
Supplemem: [ ] Fluoride [ ] Vitamins r I bJn 

SENSORY ASSESSMENT Vision: WIthin nol?nal lfmits? [ ] No, Refer 
Hearing: Within normal hit37 

DEvEL0E%fEnrfALAssEssMENT 
9 3 ;= 

Age appropriate? 1 I u: 
[ J No, Refer 
1 1 No 

Vocalizes recipxxall9, smiles respor~&el9, a-t&e to voices, when prone-lifts head, neck, uppa chest. -- (If suspicious, do spec!flc objective testing) Assessmem Tool (name) 

TO BE FILLED IN BY OFFICE STAFF: 
LosrName ’ First Name aicccxrn D.O.B. Age 

Pxinmy Case Provider 

BiKtbWL Weight PutmtiIC 

I I 

Date of Exiunbation Health Plan Name 

Height Pmtile Head Cimxmfercnce PCK?Xidk 

i. 

T 

p- 

R- 

Yes No 
1 

I . . . . . . . I_.” . . . . . . . . . . S.“.“,,.. .,,. . .,,..,, 

Head . ..1.*“.....-....“” .,... I.....,.......“....,. 
Eyes (red reflex) . ...* . . . . . a* . . . . .,.**1.1. . . . . . . . . . I...“.. . . . . . . 
by (spmmemcal) .“....“.*.,-.,.“,....- . . . . . . . 
Nose . . . . . . . . . ..*...*.** . . . . . . -...I........“.... ,,.. 
Mouth/Throat 

Abdomen Il.“....“.......,.“” . . . . . *....*I.... . . . . I...., 
Fem. pulse I..., . . . . . . . . “I.........” . . . . . . . . ..I . . . . . “.. 
Ext. Gen. . ..I . . . . s......,,..-.- . . . . ,. ..,,...*,....*,. 
Hip Abduc. 1..“““l.-.“..,.“....-.---...-. 
E%aemities . . . . . . I....,..,.. .,.-.,.. “......,.....“...“.. 
Spine . ...“.- . . . . . .““.“..“.-.-,............ 
Neuro Follow-uo needed? I 1 Yes t 1 No 

Did this child rec&e all immunizations due today? 
Is thae a cursent immuniutlon record in the medical chart? 

[ 1 Y- [ 1 No 
t 1 YeJ [ 1 No 

[ I Injwyprevention 
[ ] Nutrition 

[ ] Familyrekionsbips 
[ ] Otbachildeueproviders 

I: I Sleep positioning/pracUccs 
[ 3 Fevaeducatlon 

[ ],Talktobaby 
[ ] Pacifks, bottle tooth decay 

Nat schcdaled visit CUnidaa Name Clhpdan Signature 

Was this claim coded aa an EPSDT Visit (HCFA-ISOO)? t I yes 1 I No I 

__.--- ~--- ~- .- 



.TlJI‘I . 11.2001 4 : 24Ptl 
” 

NO.949 P.5 

TOBEFiILBDINBY OFFICE!S’ljWz 
at Name PItst Name AHCCCS m D.O.B.. Age . 

Primq Care Rovlder 

BIlthWt. w-t Percentile 

TO BE F&LED IN BY PROVXDER 
HXSI’ORY INRIAL/INTERVxL 
Cornmen& 

I 
Date of Examination Health Plan Name 

Height PexceatUe Head Ciiercncc PUCCUtillc 

-! 

NUTRITIONAL AS- [ ] Breast Feeding [ I FormulaWp.9 P- 
suppkments: [ ] FhloIide [I vitamins 

!sENsoBY ASSESSMENT VisiOIX wfthln MITtlid hiitS? E I yes 
[;Q C.lSofi~- * 

Heariq Within normal limits? [ ] N:: Rd: l-l 
DEVELOPMENT’ ASSESSMENT Age appropiate? I ; F es C I No 

Babbles and coos, when prone-holds head erect aud raises body on hands, rolls over from prone to supine, grasps rattle, 
contxols head well (If suspicious, do spedfk objective testing) Assessment Tooi (name) 

Ase the following nomall 
Yes No 

!wn .“.(-““,.,“..~1..1.,~“-.-..--~. 
Head ““....-.-~..-,--“,“.-“.-~” 
Em (ted reflex) . ..“.--.“..~......“.-....-......-. ..,.. 
-(spmm-l .I,..-~U.“..“...~....,.-“,,“” ..,.. “.. 
NOK “r-.-i...----““.-..-.-. 
MouthAkoat .1-..“-.“...“.“...“..-..- . . . . . . “,. 
NO&S .““~..........,... .,.. I,.*.*..-......““. 
Heart 

I.,..“....,...... L. . . . ,  “..*....,” .  .  .  .  .  .  .  ..“... 

Abdomen . . ..a*“-.....*..* . . . . . . . I,..” ,... . ..,,... “.. 
Fem. Pulse 

. . . . . “I.” . . . . . . . . . . . . . . . . . . -...- . . . . I. 

Hip Abduc. ,..“I . . . . I-* ,.... “..a-“..* . . . . . . . . B.“... 
ExtrasdUes 
Spine . . . . . . . ..I.-... ,...-.. “.-“- ..,..,.” 
Nemo 

He/f&b. . ..--1.“.---“..“...--“-“... I I 

Follow-up needed? I I Yes t I No 

Dld this dxild ncdve all immunizations due today? 
Is thae a cuxreut immunization record Isi the medical chart? 

C 3 Yea 1 1 No 
C 1 yes t I No 

[’ I rnjuIyprcvaltlon 
[ I choking, aspIrauon 
[ I Teething 
[ ] Solid foods 

c Ia 
I 1 WE 

[ ] Baby-proof home C I Spedaltp 
[ ] Appropriate child care provfders c I cwler 

Nat s&tchdal visit CIIniciauNamc 
I 

Cunidm Signatue 

Was t&s claim coded as an EPSDT Visit (HCFA-1500)7 l I yes [ 1 No 



JUN.ll.~WWl 4:25PM NO. 945’ P.6 

TO BE FILLED -IN BY OFFICE !5T’: 
larr Name First Name AHCCCSID D.O.B. Age 

primpry Care Provider Date of I2camhuon 
I 1 

Heakh.Plan Name 

BhthWt. Wclght Hctght PcrcentUe Head Chnmfacnce Percmtile 

TO BE FLLBD IN BY PROVIDER 
HISXDRY JNITXAL/XNTERVAL 
i3Lunmentr 

~CN4LASSBS~ [ ] BmstFe+dlng 
Supphmen~ [ ] Fluoride 

[ I Formula(type) 
[ ] vitamin5 

SENSORY ASSUSMENT vision: Within normal limits? 
1 1 km 

I 3 ~~ 
[ ] / Solids _ 

[ I No,Refer 
Hearin@pcech Within normal limits? [ ] Yes 

DEVELOPMlWE4L ASSESSMENT Age appropriate? [ I 5% 
VoCalizei single consonants, “dada”, roils over, no head lag when pulled to 
to hand. (Sf suspicious, do specific objective testfng) Assessment Tool (name) 

transfers small objec6 hand 

Yes No 
skin 

. . . . .."l....." ,,.,.. . . ..I"..... . . . . . . _...".. 
Heart - 

.-“..“.-...“...“....( ..,,... ..I . . . . . . . 
Abdomen 

. . . . . . ..1...... ,.... “. . . . . . I....... . . . . ~_.X.. I J 
Extremities . . . . . . “.“..“._ .,..,.. . . . . . . ..“.......” -...,. I 
WneJNeum 

High Low .,..-“._-I.--...““l.--.“-.. 
Lead Sakem Verbal Risk . . . . . --..,“.I._-...-“.-..,--, ttl FoB0w-q needed? I] Yes [I No i 

Did this child receive all immuniza~ons due today? 
k that a cunmt fmmunization record In the medical chart? 

r 1 wvp=-t-l 
[ I CUP, fmw foods 
I 1 No bottle in bed 
[ I Pool&tllbsafety 

Nen sdaedtded vfstt 

. . . - E 1 Tee- 
[ ] ‘E$yo;“” 

1 I as 
1 I WE 

[ ] skep posiuodng 

Uirdctan Name I 
Was -this claim coded as an EPSDT Vi&t (HCW-1500)7 1 1 Yes 

I I 7 
[ 1 No I 



J Wi. 11 . CWril 4 : zspl’1 ,‘<C, -4:‘; P.7 

TO BE FILLED IN iY OFFlCE S&F: 
mmrne Flat Nune AHCCCS ID D.O.B. AGB 

. 
PdmaycMProvlder 

I 
Date of Examination Health Plan Name 

/Birth wt. wcieht Pacerme 

TO BE FILLED IN BY PROVIDER 

Height . 
, 

PacerMe Head UlMnfercnce Pacentfle 

i-l 
T 

~ONALASSESSMENT [ ] Breast Feeding r[ 1] Foo(type) 
Supplemattsz [ ] Fluoride 

SENSORY ASSEZZafEnm Vi&xx within noti knits? 
Hmriq$Spee&: Within normal limits? [ ] Yes 

DEVELOPMEN’ML ASSESsEdENT m appropriate? 
kSpOnd5 to own name, understands a few words, “ncmo” %ye-bye”,may say “mamaC or “dada” nonspedficall~ aawls, sits 
hhp~ciaitl~ may pull to stand (If suspicious, do specik objectfm testing) Assessment Tool (name) 

Yes No 
skin .-.“““.....“..“...m ..I.,....... “I..‘._.,. 
Head . . . . ..“.“...L . . . . . . . . . _....“,_._“,. 
~~.,.........,.~....“” ,.......... _..._-., 

I.l-.“........ . . . . .““..I_.,. . . . . I.” . . . . . . . 
1.1.,..1.“.... . . . . . . - . . . . . . . ..,,...,.,......,. 

. ..“.-.*.I.... . . . . . . . . ..I . . . . I_ . . . . - ,,.. 
Heart I”......-” . . . . ..-.. ,..... I . . . . . “...-.I. 
0 . . . . . “,.“.1..“” I.... .i . . . ..^... I . . . . . . . . . . . . 
Abdomen . . ..*I” ..,.. _..,..-,“.I.-....--..~.“..,. 
ExtGcu. . . . . ...“.“.....“.. .,... ,,...I..“... . . . . . . . . “. 
Extremities 1......1....1....111......- .I.. .“..1.-“.,. 

Lead Saecw Verbal Risk 11”.....“.. . . . . . ._,“. .I.. 1”..“.“....“.... 

Lab Lead Sawn Ili . . . . . . ..“....I... . . . . “..I . . ...” . . . . . . . . . . . . . 

Follow-up needed? 1 1 Y= [ 1 No 

Did this child receive all immunizations due today? 
ts there a current imnmization record in the medical chart? 

[I- [l.No 
[ 1 Yes 1 I No 

r I Infury Prtvenuon 
1 1 Good parenting practica 
I 1 Baby-proof home, pool 
[ ] Nutrition 

[ ]Talktb&iXd 
[ 1 Self-feeding 
[ 1 sleep pmtices 

Next scheduled visit Cliuidan Name Cllnidan Signawe 

Was this claim coded as an LPSDTvlsit (HCFA-MO)? I 1 yes [ I No 



JUN. 11. 2001 4:25PM NO. 343 P.S 

TO BE FILLED IN BY OFFICE ST.‘, 
Iat Name F&t Name D.0.X Age 

I’rbuy Care Provider 

Birth wt Wef$Jht Percmtik 

TO BE RILED pi BY PROVIDER 
HISTORY rNMmL/pTTzBvA 

Date of Examinauon 

Hulght Percultiie 

Health Pha Name 

Head Ctrcumfuurcc PercentlIe 

-0NALASSEsSMEsJT [ ] Bxeast Feeding [ I Formula (type) [ ] Whole Milk 
Supplcma~ts [. ] Fluorlde [I vitamins r 1 IroIl [ ] sohis 

SENSORY ASSEZWENT Vision: WMin normal knits? r 1 Yes [ I No, Rcfff 
Hearing/Speech: within noxma3 limits? [ j Yes 

DEWELOPMENULASS~ 
[ ] No, Refer 

Age appropriate? E I Yef4 1 I No 
Cm&s, may take a few steps akmc, plays social games, pe+-f-boo,;prtdse pincer grasp, drinks from a cup. ,-- . . - .- _. . _ (It suspiciour, a0 spccisic objective tesuq iwessment rool name) 

Are the following nomall 
Yes No 

skin I.“..““.“.... . . . . I.........--.” ..*.... . 
Head 

,“,..,.......,“.... .-.,-,,..., “,..“. 

Abdomen 

-a..... . . . . . _...-.,,..,..-..-...-..” . ..., 
Lead Sawn: Verbal Risk . . ..I . . . . * . . . . “.“.,. .,,, *.*....- . . . . . ..“.“.. F~~Jw-up needed? [ I Yk 1 1 No 

Did this chiid mxive all immunizations due today? 
b there a curmat immnizaUon record in the medical chart? 

I 1 Yes [ 1 No 
1 I Yes I 1 No 

r I qurypIevention 
; ; ~;bJg-VIPn~ceJ 

I I Disdpllne, praise 

[ ] TalktoLnameobjects 
[ ] :Dentd hy@m 

Next scheduled visit 
I 

I 
CUdan Name ciinlciallsignature 

I 
Was this dab coded as an EFSDT Visit (IEFA-1500)? 



JUIY. ll.CWWl 4 ; d3w p/l2 * ‘S<‘S P.5 

TO BE FILLED IN BY’ OFRCk ST-: 
Last Name Fbt Name AHCCCS ID D.O.B. Age 04whs) 

Date d Ikamhatton 
I 

II’ cm Percmtuc 
I 

WtJbs) Percentile Head Circ (an) Health. Plan Name 

I TO BE FILLED IN BY pROVIDER 
HISTORY IIUlTLUm*irAL 
COIllItl~~ 

NVDUI’XONALASSESSMENT [ ] Breast Feeding [ ] Whole Milk [ ] Cup [ ] Bottle 
Suppkmentx [ ] Fluoride 

SEiSOR~ ASSESSMENT Vision: 
[ I vitamins 

within nod limits? 
[ ]‘Iron 

r 1 yes f 3 No, Refer 
Hearing/Speech: Within nomial limits? [ ] Yes 

INWELQPMENTALW 
I 1 No, Refer 

Age appropriate? [ 1 I?= I 1 No 

T’ 
p- 

[ ] Table Foods 
R- 

Three to six words, points to one or more body parts, undetstands simple commands, wa&s well, climbs stairs, feeds self 
with fingas, listens to a story. (If snspidous, do spedfic objective testing) Assessment Tool (name) 

Yes No 
skin 
1......3.........~ . . . . I..._...“_, 

1-“““..--.--“_.,..,.. 
Teeth 
*.*..“e.-.- __I............ 
NOdCS . . . . . . . . . . . . 
HellIt 
“w.“...vww...“......w.“*-~ 

“..........““...“.“.“.....-...” 
Abdomen 
.“..l..-....-...-.-.....“...n 
Extc+l, 
. . . ..-..“.“.....s..-...w.......“....-... 
ExtIcmitiu 
. . . . . . . . . . ..“~--“~.““..“. 
spinehkuro 

Follow-up mxdedt I I Yes I I No 

Did this child~recdve all immuntzations due today? 
[s thae a current immunizaUoi3 record in the medical chart! 

[ 1 Ye I 1 No 
1 1. Yes I 1 No 

~;“$h, $+q “&$ 
[ ] hljury prevention 
f ; ~~~~gprpcti= 

I IEatkrg 

[ ] Dkipline/Umi~ 
r 1 -ePP~actks 
[ ] Nutition 
I lotbe 

; 3 zti (Baby bottle tooth decay) 

I IWC 

Next scbdded visit ClCnidanName tzliuidan 5igllature 

Was thir d&n coded as an EFSDT Vidt (HCFA-1500)? I I Yes [ ] No 



.lu,y. lI.CUUl 4:chwl 1‘10  S4’3 . _  P. 10  

TOBFiFILLFsDINBYOFFICESTAFF: 
bst Nunt F ist Name 

Date of F.xamixMon Ht (ia) Pa.ccntue 

AHCCCS ID D.O.B. Age wnthr) 

W t.(h) PercPtUe Head Qrc (an) Health Plan Nazm 

TO BE FILLED IN BY PROVIDER’ 
fnsTORY INlTlAL/LNTERyAL T- c 
comments P -- ! 
NurRrrloNALAssEssMENT [ ] Bfeastkding [ 1  W&oleMiUc f ] Cup [ ] Table Foods 

Supplements. [ ] Fluoride 
SGSOKY A!SESSMRNT 

r 1  vitamins r 1  hJn 
Vision: within sl0rrUaI l!.mitd I I yes r 1  =J, Refer 
Hcaring/Specdx W ithin normal lim its? [ ] Yes z 1  No,- 

g 
R- 

DEVE&OpMENTAt ASSESS~ Age approprintc? r 1  53 I 1  h’o 
15 to 20  words, some two word phrases, runs stiffly, walks bahvards, throws a  ball, uses spom and cup. 
(If suspicious, do  specifx objective test&g) Ass+amcnt Tool (name) 

Are the fonmng normal? 
Yes No 

Did this child nceive ail immuuizahns due today? r 1  Yes r 3  No 
1s there a  cursmt immunfza~on record in the med ical chart? r. 1  yes I 1  No 

L 

I I 

I ]‘lqury procntlon [ ] 5i iungblmactron [ 1  Dad 
[ 1  DiscipUnclUmits [ ] Mealtics I I lc= 
[ ] Gaod~artutfxlg practices [ ] Tonettrawng r 1  W E  
[ ]slcepprMices - [ ]~%ad to chtld I 1  $=W’ 

II other 
Nat ruheduled visit CltxMlnName Cllnidan Signature 

Was this claim coded as an ERDT VWt (HCFA-1SOOV 1  1  yes 1  1  No 



JUN. Il. CWWl  4:ri/rr1 NO. ‘349 P.ll 

. . 

I 
Date of EnaiMtin 

I 

Ht (in) Pacaltile wtabs) Pacemile Head Circ (cm) Health Plan Name . 

I I I I I I 

TO BE FILLED IN BY PROVIDER 
HISTORY -/INTERVAL T- 
commcxlts . P- 

NUTRITIONAL ASSESSMENT [ ] Adequate [ ] Inadequate [ J Referred 
SENSORY ASSESSh4ENT Vision: within normal lim its? r I l+s [ ] No, Refa ,r 

R- 

HearingWithin normal lim its? t 1  Yes [ ] No, Refa 
specclx W lthin normaI lim its? r I YEi 1  I No, Refer 

DEvRLO-AssEssMENT’ Age appropriate? I 1  MS 
.- 

[ I No 
At least 20  words, kick a  ball, can follow Mxtep commands,  uses twewoxd phrases, stac& five or six blocks 
(Tf suspicious, do  qxchic objective testing) Assessment Tool (name) 

..p$$’ pg 3 . 

Are the following normal? 
Yes No 

Heart 

-gs 1 --.._ -..1 ._.--.---.-- 
Abdomen 

Screct~ Vabal Risk . . . . ..1”..“.1”.“.“..........” .,... . .._” 
Follow-uD needed? I 1  Yes I 1  No 

Did this child receive all Ummmizations due today? 
t there a  cutrent immunizatitm xccord in the medical chart? 

I 1  Yes [ 1  No 
[ 1  Yes I 1  No 

I ; ;gw&w&P~~ r 1  W=YP=v=t- 

[ ]‘Rcadto&ild ’ - 
[ J  Nuuition [ 1 W Ic 

l 1  Tollettratnitlg 
[ ] s leep PIacticcs 
[ J Child care providas r I Spedalry 

t 1  Otw 
L  

Nut scheduled vi.& Clinkho Name CliDidan slgnatm 

Was this daim coded aa  an  EF’SDT vfse (H~&I-1500)? f I yes [ I No 



.ilJrt. 11 . &cl1 4  : Z’7FN rll:, ‘3-m F.12 

TOBERLLEDINBYOFFICESTAFFZ 
bst Name Fat Name 

Date of Examhem EJt (In) PefceaUle 

Ancccs.ID D.O.B. 

Wt.(lbs) Pcrccntile B.P. 

Age (Y-) 

He&b Plan Nhne 

TO BE FILLED IN BY PROVIDER 
HISTORY INrnAL/INrERV~ 
commalts 

NuTRmoNAt ~SPSSMENT { ] Adequate 
SENSORY AssEssMENr 

f I bdequatc [ ] Refmed 
vision: witbin normal bits? 
Heaxhg: within normal lim its? f ; El 

[ ] No, Refer 
[ ] No, Refer 

spexh: within normal limits? 
DEVFLO- ASSESSMENT Age appmpriatd : ; ;z 

1 1 No, Refer 
E I No 

Jumps in place, balances on  one foot, rides a  tricycle, knows own name, age, sex, copies a  &de and a  cross. 

BEKAVIORAL HEALTK ASSESSMENT 
(If suspicious, do spedfk objcctlvc testing) Assessment Toot (71) 

Rcfesd idbed? 
Tool used: (Pediatric Symptom Checklist, parental interview, observation, e:) 

r I ?Jo 

Yes No 

-.“..~.-“....A.“...r,...““, 
k!tb 
*...-.....*.a.-...-~..” 
Nodes 
-- . . . . . . ..-......“....“... 
Kern 
,..“.,..“.,....I I___“.“.,.., 
Lungs “-““““.U”.......- . . . . . . 
Abdomen 
*.--.....I....--.“........ 
ExLGen. 
. . ..~...e..~~..“““~~~ 
-ties VU.-.l.__l. 

Tubercul in Test 
..-...,-.,,“..“,“-.,.,,. 

Lead Screen: Verbal Risk . . . . ..“.....I...-....“-*“......... 

, Folloiv-up needed? I 1  Yes I 1  No 

Did this child receive all immunizations due today? 
Is these a  curxent imanunization record in the med ical chart? 

[ 1  YES I 1  No 
I 1  yes I 1  No 

I [ 1  ktplIypmmion [ ]Dentalmre 1  1  Dental 

[ 
Id parmthg practkes 

] Toilet m ining 
[ ] Discipline 

I ] Nutrition 
[ J sexualcuriosity 

t 3  E~oralHcnlth 

I 1  WK 
[ f ggy 

Next scheduled visit Cl+idan Name Cllpidan Signature 
I 

War this clah coded ts an EPSDT Visit (HCFMSOO)? 
.: : . 

t I yes [ 1  No 



&q-- q$&.+ - 

TO BE FILLED M BY OEFICE STAFF: 
bStNUrlt? Fmt Name ~Hcccsm D.O.B. 48 clears1 

I I 
Date of Examkution Ht (ii) PaCCZitilC WtJlbs) Pucurtile B.P. Health Plan Name 

I I i. I I I I 
TO BE FILLED IN BY PROVIDER 
HISTORY’ XNI’IUL/INIERVAL 
comments 

NUTIUTIONAL ASSESSMENT [ ] Adequate [ ] Inadequate [ ) Referred 
SENSORY SCREEN Vision: Wkbin nonpal limits? L 3 No, Rtfer 

‘Hearing: Within normal Iimits? ; z 7 
spee* within normaI IbIliQ? 

DEVk.OPMEMjlL ASSEsSh4ENT Age appropriate? : : ii 

[ ] No, Refer 
1 ] No, Refer 

L 

1 1 ru’o 

P- 

R 

Can sing a song, draws a puson with three parts, gives fixst and last name. 
(If suspi~ous, do specific objecttve testing) Assessment Tool (name) 

BEHAVIOR&L HEALTH ASSESSMENT Referral indicated? [ 1 yes 
Tool used: (Pediatic Symptom Checklist, parental interview, observation, crc.) 

I I x0 

Abdomen 

Ext.. Gcn, 
.-1.“” -.I.-“,..,... 
l?cmmiues 

Thbemdin Test I I 11 FonowUp needed? 

Did this child rccdve all inun~ons due today? 
is thae a cllxrat fmmunizauoll record in the ZILedicaI chart? 

I I Yes [ I No 
1 I Yes [ I No 

[ ] Inj~pxevention [ ] Nutrfblon 
; ; ~;e~~PI;mic~ [ ] Disdpline . 
[ 1 satlla!alIiosity ‘r i=: 0 

Next schedukd PLdt Clinidm Name 

r1-ty ’ 
‘; ; B&am~$ Health 

I I WE 

Was this da@ cuded as an EFSDT V&it (??CFA-ISOO)? 1 1 yu 1 1 No 



JUN.ll.&Bl 4 : i3PM NO. 949 ?.14 

. . . 
‘. .TO BE FILLED IN BY OFFICE ST-: 

Last Name Fist Name AHcccs XD .D.O.B. Agtww, 

I 1 

Date of Examinatl~n Ht. (in) PCXCIlUlC Wm.@ PeKerlttle BJ? 
I 

Health Plan Name 

1 I I I I I I 

TO BE FlLLED IN BY PROVIDER . . 
HISTORY INITIALANTExv~ 
col!lmaLts 

-ONAL m [ 1 Adequate [ 1 inadequate I 1 lkfemd 
SENSORY SCREEN Vision: WiW normal limits? t 1 Yes [ 1 No, Refer 

Hearing: MmhiIl noxmal limits? I 1 ‘Yes 1 I No,Rcf= 
speeckx within normal limits? 

DEI&OPMENlXL ASSESSMENT Age appropriate? 
[ I y= [ ] No, Refer 
i I Yes E I No 

Dresseswithout help, knows OWF, address, QC count on fingers, recognizes most ktters of alphabet, prints some letters. 
(If suspidous, do specific objecti~;~@ tiAEmx$ Tool (name) 

BE&jVIORAL HEALTH ASSESSMENT . 1 1 y= IlNo 
Tool used: (Pediatric Spmptorh Chat, parental interview, obtemtiw, etc.) 

Are the following normal? 
Yes No 

-..-..“-.“--““--.“-l,-” 
Teeth 
-.--1,1”-...-“--.“.-~- 
Nodes 
. . ..-.---P.......“...n”.“...“... 

Abdomen . ,... “..“-.l”.“Y..“...““,-..“-, 
Ext. Gal. 
“-.“-..L.-C...I.““_.~“-” 
ltxelnities ““~-.......ws.........““...“*~“...- 
spine/&uro _ 

TUbeKUklTcrt .I..“.““... --.- 
UrinnlpsL (Required) 

.  

I  

Pollcwup needed? IIYS IIM 

Did this child receive all immuatzatlons due today? 
Is thae a current iunnunization record in the medical chart? 

1 3 Yes I 1 No 
[ I Yes [ 1 No 

[ 1 wury p-ti- I3Dd- 
1 3 Good parentingpracfices [ ] schoolreadhle!ss 
[ I. Nutdtion I ] Disdpline 
11 stnasafcty [ ] Household&es 
[ 1 Should know fuIl name, address, and phone numbtr 

Next s&ecluJed visit Cl&iciiinName 

Was this claim cuded as an EPSDT Visit (HCSA-1500)7 1 I Yes 

1 1 D-y ; j Be&““““Hcalth 

l I WJIc 
f 11 zzzv 

clhlidan slgnaalle 

1 I No 



. . . 
‘. . TO BE FXLLED IN BY OFFICE STAFF: 

.” LutNunC Fe Name AHCCCS ID D.O.B. Age (ueaa) 

L 1 

Date of Jkaination lit. (in) percmulc w-w PUUUfflC B.P. Health Plan Name 

TO BE FXLLED XN BY PROVIDER 
ImToRY lNlTlAL/xNTERVti 
coaullcnk 

NUIXI’IONAL ASSESSMENT [ ] Adequate [ ] Inadequate I I Referred 
SENSORY SCREEN vi!sion: pmllirl nomlal lim its?’ L I yes [ ] No, Refer 

Hearing: Within normal limikt r 3 Yes’ [ ] No, Refer 
Speedx Within nounal lim its? 1 I y= [ ] No, Refer 

DEVELOPMENTAL ASSESSMENT Age appmpxiatct ! I. yes t 1 No 
(lf suspidmq do specific objective testing) Assessment Tool (name) 
BEHAVIORAL HE+UTH ASSESSMENT Refezral indicated? I I yes I 1 No 
Too1 used: (Pediatric Symptom Checklist, par~tal inmew, observation, etc.) 

Ate the following normal? 
Yts No 

-...U..-“.“--.“..a.. 

Abdomen 

FolIow-uu needed? flYu cl- 

DM this child lcrdvc all m tlons due to&y? 
Is thae a cmcnt immunization record ia the medical chart? 

[ 1 yes I I NJ 
1 3. Yes I 1 No 

[ ] Goociheaithhabits ,I Is-7 .f I Dena 
1 ] Sodplinteractions 
[ I~~P=-QP=-~ ; ; ki=tzoY . . 

U f i tE-dHd* 
@$$j 1. I. Bicyck hehnet 

1 ; sev 
a 

‘~*,9 

Nat scheduled visit Uiaidan Name C~Slgnaolre 

1 Was this datm coded as an EPSDT VLrit (HCFA-X00)7 f 1 yes f 1 NQ 



.,UIl. AI.CWWA +a c3-t7 NO. 949 P.16 

. . . .._ 
;‘ 

! TOBEFILLEDINBYOFFICE~~FFZ 
Last Name Fim Name AHCCCS ID D.O.B. 

I 
-Age (Yea@ - I 

Date of Examinauon 
1 

Ht W PCKWltilC WUhl Percentile B.P. Health Plan Name 
,a 

BE FILLEZ) IN BY PROVIDER 1 FSTORY IPrITLu/~X~AL, colllmenk 
MJTRITIONAL ASSESSMENT [ ] Adequate [ ] Inadequate 1 ] Referred 
SENSORY SCXEEN vfsion: withir normat hik? E I yes [ I No, Refer 

Hearing: within normallimik? [ 1 Yes t I No, Refer 
Speech: Within normal Ibits? c I Bs 1 I No,Rcfer 

DEVELOPMENZU.AS!XSSMENr Age appmpriate? I’1 yes 
(If suqicious, do sped& obje&ve testin@ Asswment Tool (name) 

ClNo 

BEHAvroRALHEALrHAs!jEssm Refuralindicatcd? 1 1 Yes 1 I No 
Tool used: (Pediatric Symptom Checklist, parental intemiew, observation, etc) 

T- 
P 

R- I- 

Yes No ,I 

I Follow-u~neecled? r 1 Yu [ ] No 

Did this child receive all imnmons due today? lstherea~t immunization record in ,the medical chart? 
[ ] Good health habtk and se&are [ ]Den&lcare ’ 
I I Family and sodal intemctions 
1 I Goodparcmingpracticcs 

[ ] coIml~uuon 

I I ~CsularPhydcrl~~ 
[ ] PeerrdaUOxlS 
1 ] Nutrition . 

I Next scheduled visit 1 
Clinidan Name 

r 1-a 
1 ] BebavioralHealth 
I I- 

L Etiy a 

Qinidenslgneture 
I 

Was this daim coded as an EKDT Vit @iCF&1500)? 

. 

[ I ye t 1 No 

-- --____. 



NO. 949 P.17 

,A-- 

.- 

#$a ,\ .+y. ‘- 
.,A..“’ h’ - ‘i>> :’ ;.q ,v 

9 .Q’ ,*.i 3 
--qqJL* 

TOBERLLEDINBYOFFICES’IXFFI 
hst Name First Name 

Date of Examinadan Ht. (h) Percaltut 
, 

AHCCCS ID D.O.B. Age a=) 

Wt(lbr) Percentile B.P. Health Plan Name 

I I I I I I I 

TO BE FILLED IN BY-PROVIL)ER 
EISTORY Nl27AL;INiZXYxL 
Cm+nenk 

NUTRITIONALASSESS~ [ ] Adequate [ ] Inadequate 1 1 kferred 
SENSORY SCREEN visiosl: within nomlal lim its? I 1 yes [ 1 No, Refer 

Hearing: Within nomaal bik? r 1 yes I 1 No, Refer 
Speech: &Qhin norxn~ bik? I 1 yes f 1 No,Refer 

DEVELOpMENTAt ASSESSMENT Age appropriate? I I Ye I I No 
(Xf suspicious, do specKc objective testing) Assessment Tool (namt) 
B&HAvloRAL HEAtflI ASSESSMENT Refed indicated? r 1 yes I I No 
Tool used (Pediatric Symptom CZhecWst, paraml interview, obsmatioxi, etc.) 

Yes No 

-.-....""."."....."".....-., ..,....., 
Teeth 
*.a".--*m.........- 

m M ...-.....I- w..... 

Lllngs 
U”-“...m ....“.““-.....-“” 
Abdomen 
m .“...“...““..“...“......--.....”. 
EXtGCtl. 
-..w.....“...” . ..I. . ..% ...I- 
Extrcmitics . 
a....-““..~w...“...~~.““~, 
spweum 

?bbaculln Test 
~.“~.......~...em”..~~~~.” I 
wlalysis 
-“.“...~..-...........-.“-,..“. . 
Hct./Hgb 

, IWlmv-unneeded? 1 I Yes [ I- No 

Did this child reaivc all ixnxnunfzations due today? [ I Yes [ I No 
Is there a.clurmt immunizauOll record in the medical chart? I I Yes [ 1 No 

[ 3 Goodhulthhabitsandsekare 
[ I sodalintaacuons 

r 1-a 

[ 3 Goodparentingpractices 
[ ] BcbaviczalHealth 

r I EdwationalasEtivities 
I ICB. 

t 1 scxualityeducauon f 1 s2zF 

‘Next scheduled v&it ClInician Name Uinidan !Signature 

I I 

Was this chim coded as an U’SDT Visit (HCFA-ISW)? l 1 yu [ I No 



NO. ‘34’3 F. 12 

‘.. 

; TO BE FILLED IN BY OFFICE SIXTy 
ksrName Fhst Name AHCCCS ID D.O.B. Age (Yeus) 

Date of Examination Ht (in) P-tile wt.ow Percentile B.P. Health Plan Name 

TO BE FILLBD KN BY PROVIDER 

HISTORY INrnALmvA.L 
comIae!lts 

NUIRIRONALAsSESSh4ENT [ ] Adequate [ ] Inadequate [ ] Referred 
SENSORY SCREEN Vision: WIthin normid limits? I I yes 1 I No, Refer 

Headngz Within nomal limits? I I yes- I I No, Refer 

DRVELi3Ph4RNEU. 
speccfx witbinncmnaIlbnits? [ 1 yes ElNOlRcfer’ . 

AssEsshfENr Age appropriate? 
(If suspicious, do specific ob@ctive testing) Assessment Tool (ham) 

[ 1 ye.4 I I No 

BEHAWOBALI~~L~AS~E~~MENT RefcxTaI indicated? [ 3 Yes [INo 
Tool used (Pediauic Symptom CheckJist, parental intewiew, obsavation, etc.) 

Are the foUowing noxmal? 
as No 

.~...“...~~.....“.~~. 
-“-...-“..“...“.“..“.... 
“.....“.......m.....“....““.“...,.,... 
.““..“....“..“e,D......“,L........,.” 
.I-......-“...-.#.“.-” 
“.“........*...“..s...-.“.“.” 

Ext. Gen. “.-....*“.--...,.“......” 
Exmmides .1_“-.-“-“...1.“1”...““.. 
spiae (scouosis) 

“...““-“~,.....“1”.~.., 
20 SacuaIDev. ..-,..a...“.“-.-...,.., 

*...-.“.......“““--...-.... 
Md this l doksceot resdvc all immmizatiom due today? I 1 Yes [ I No 
Is there i cnmnt imnnmhtion record in the mdical chart? tlY= [INo 

f ] Good health habits and self-cue I ID-al- 
I 1 SociaI intczactions 1 ]sexehmtion 
C IGoodpaMtingpraaios [ 1 Acadanic actMles 

J#g, 1 I BehaviorqI changes of early adolescence li5-7 
J$&y 

Nat scheduled drft UinidanNune Clin.idan sfgnature 

Was this daba coded as an EKDT Visit (HCFA-NO)? r I Yes I 1 No 



NO. 949 F. 19 

, . . . .  
‘_ TO BE FILLED IN BY OFFICE STAFF: 

.hstName Fm Name AHcccs ID D.O.B, Age clew 

c , I 
Date of Examination Ht. (in) Puccntilc wu-w Percentile Bk Health Phn Name 

I *. 
TO BE FIUBD fN BY PROVIDER 
HISTORY INXXAL/TNTBRVAL 
comments MCIlafiht: Lh4P: 

T- 
cunellt Meds: 

NUTNTIONA.LASSESSMENT [ 1’ Adquate i ] Inadquate [ ] Refnred 
SENSORY SCREEN Vision: Wkhln normal lim its? l 1 yes [ 1 No, Refer 

Heaxing: Within normal lim its? r I yes I I No,Reftr 
spechi ythin normal limits? r 1 ye.5 [ I No, - 

DBVELObfEN’DU ASSESSMENT Age appropriate? 1 I yes II 1 No 
(If suspicious, do spcdic objective testing) kscssznent Toal (name) 
BEHAVIORAL HBALTH A!%ESWENT Rcfemd indicated? [ I Yes I 1 No 
Tool used: (Pediatric Symptom Chgcklist, pa&al interview, obsewation, etc.) 

P- 

c 
L- 

.M 
r 

,.: 

d\. -* ,$&*. 7 y?& 

Are the foUowing normal? 
Yes Na 

..-...“.....-.--“..““.-~.~~- 

NOdCS .-...-".--*"...*I.-..".,.-.-"- 
. .."."....~.."-"...",...~"...~ 
..s,"..., . . . . . % ..".......-.*........"..... 
Abdomen .“...I.....““.....,“” . . . . S”...., . . . . *-- 
Ext. Gcn. ..I. I...e......-..."..,*P . . . ..I -..I.-"..... 
E7ctremides b-..w-*.....*".....,.. . . . . ".... . ..., -..," 
spine (scoliosis) ._UI_,.""..".."..,".. . . . . . . . -n.-.. 
Nemo '. 

I Follow-up needed? 1 1 Yes I 1 No 

Did this pdolescmt receive all irnmuniza~ons due today? 1 1 Yes [ 1 No 
Is there a cusxent immunization zecord in the medical chw? I 1 Yu 1 I No 

I I Good health habits and self-care 
[ I Dad 

I 3 ~dparrntingpsacticts 
[ ] BebvioralHealth 
I 1 cls 

I I camseBIlgabolltsexuaIacuvity 
I I socialhmracuorls 

; 3. kP$W . 

1 1 - 
Next scheduled visit. czudan Name cmdan signature 

. . . 

Was this claim coded as an m  Viit (RCIA-lSOO)? t I yei t 1 No 



? 
TO BE FILLED IN BY OFFICE XIAFFz 
last Name FiIStNsme AHCCCS lD \ D.O.B. Agr (Y-) 

I 
~ Date of Examination Ht. (in) Percentile waw PertQltilC B.P. HealthPlmName 

TO BE FILLED IN BY PROVIDER 

HZS7iZS7~~~&~RY.. . 0 LMP- curreat Me&i: 

~ONALASSESSMEFR [ ] Adequate [ ] lnadquate [ -- ] Rcfcrred 
SEl’EORY SCREEN vision: wltb.tn noxmal limits? [ 1 Yes [ I No, Refer 

Heaxing~ Within normal limits? t 1 yfs [ ] No, Refer 
Sptalx~ within noxmal &nits? E 1 ye!5 [ J No, Refer 

DEVELOPMENIXL ASSESSMENT Age apprqniate? r 1 yei 
(If su+ious, da spdic objective testing) Aiutssmcnt Tool (name) 

[INo _ 

BBHNIORAt. E8EALTi-i ASSESSMENT Refcrr?l indicated? r 1 y= [ I No 
Tool used: (Pediatric Symptom Checklist, parental Werview, observation, etc.) 

Tthtmm Test . . . . . “..--..“-...I.“..““...“.-...“. 
Ha&b. .“..“..--““.“.-,“..“.,.,, 
UrlnaIysis 1~~“1~“.~“,“.“.~.~,““~“.~ 

Follow-up needed7 by= IlNo 

Did this adolescent rrcdpe all immmizafions due alay? 
Is there a cutrent immunization recoid’in the medical chart? 

[ 1 Yes 1 1 No 
1 1 yes 1 I No 

1 f- 

[ ] Goodheikh habits and self- [ ‘] Dentalcart 1 1 *I ktltal 

I I Good pareutingpractkes 
[ J l--- ---- ~~~~ khaviorai Health 

[ ] Educatimalactivities ~lcus L 
[ ] CounseUngaboutsexuaI activity [ ] sxialintaacdona 
I 1 prcgnurcyP==~o~ [ ] SmoIdng, akohoI.dnags 

Next scheduled visit CUdclan Name 

13 otha 
clillwm~nue 

was this claim coded as an EFSDT visit (HaA-lSoo)? [ I yes [INo 



.JUIY. Il. CWWl 4. 51rrl 

. . . 
,' ': 

.' 

I 
Dab of EXamtMUon Ht (in) 

I 
Wulbs) B.P. Health Plan Name 

T0BEFIUEDpIBYPROvIDRR 

Ii$TOjTO~~ ~-E!WAL 
: LIMPi Birth Control: 

NUTRITIONAL, ASSESSMENT [ 1 Adequate [ ] Inadequate [ 1 Xckxred 
SENSORY SCREEN Visioni Within normal limits? f I yes L 1 No, Refer 

Hearing: within nom4 limits? E 1 yes [ 1 No, Refer 
spttchz wit.bin normal limits? 

DEVELOiMRNlALASS~ 
f 1 y= I I No, - 

Agt appropriate? [ 1 Yes 
(If suspicjous, do specific objective testing) Assessment Tool [name) 

[ 1 No 

llF3iA-vxoRAtIIEALTHAssEssMENT RthraI indicated? r 1 yes 1 3 No 
Tool us& (Pediatxic Symptom Cheddist, parentai intmiey observation, etc.) 

. 

-_..-“..1-..-~““-.““.. 
Abdomen .-...-“..._1,--_.-1”.-~-““” 
ExtGeu. .,..I”....._,_..W..U- 
I”--...“-“““.-.“-“.,..“““... 
Spine (scoliosis) 1”-.“.“.“-“..-“.“--..,-~. 
-.“.“.-“-“““-l.-.-..“. I I 

Rlvic6tPaPsJntu I I 

FoUow-upzuieded? E 1 Yes 

. . rnonsvt? 1 1 Yes t 1 No 

t I Damli 
f ; --Et%? 

&#ii - I I Regnancy prevention 
j.l&~..ti - * , I. 

[ ] l3lucationalactlvi~ts r 1 Dental 
[ ] Good health habits 

; 1 Jkt$oralHColtb 

I 1 -ldnk~coha anrsS I I sP=w 
( ] Counstlingaboutsemalativiy I 1 GyncEalom 

[ J RamalCarc I 1 other 
w&j 

Nat scheduled v&t ClmdmNme clhlidan~ 

Was dais claim coded as an EPSDT V&t (XCFA-lSOO)? r 1 ys I I’ No 

- 



NO. 949 .P.22 

. . . -. ,’ I-1. , To’ BE FILLED IN BY OFFICE STXFF: 
lastName FlmNaJnc mcccs ID D.O.B. Age (ueors) 

Date of Examlaauon Ht. tw wmJ4 B.P. He&b Plm Name . 

TO BE ElLLED IN BY PROVIDER 
HISTORY SRV.. 
Comments Birth Can-I: 

‘r- 
MCIliUChC: LMP: 

’ lWTRlT?ONAL A!SE!BMENT [ ] Adequate [ ] Inadequate 
P- 

SENSORY SCREEN 
1 I R@=d 

Vision: Within normal lim its? I I Yes [ ] No, Refer 
Hcadng. within normal lb&? [ 1 y= ’ K 

R- 
[ ] No, Refer 

speech: witbinnormaI lim its? 
DEVELOPb4ENGU ASSEkWT Age appropriate? 

f I Yes [ 1 No, Refer 
r 1 Yes [ 1 No 

Of susptias, da, specific objectke testing) Assessmaxt Tool (name) 
._ 

BEHAVIORAL EIEALTH ASSESSMENT ReferA indicated? I I yes 1 I ‘No 
Tool used: (Pediatic Symptom Checklist, parental inten&v, observation, etc.) 

.dq+; 
4 7’ * ;:,+ 
1:s. .:‘l* 
q&,.. 

Yes No 
"....-","..."".".......-"."...l,l- 

I"....-.."......- . . . . . . . ..I . . . . . . . ..." 
Nodes -.--"..""..-.-~""-....,,".-,...I. 
..,l"""...-.U-"".-."...."" 

. . . .."".-.3CC..."I.."-."-".. 
Ext. Gtn. ..-,-."C."..-""."..-".. 
Extremities -.."-.".."....^-..-I,.",..--. 
Spine (scaliosis) . . ..~“~“~......“......~~. 

. . 

-0ns cutrem? 1 1 Ye I I No 
~-~~- 

I IDental- [ ] Educational acuvi&s r1- 
[ ] Goad hcaith habits and self-care [ ] F9Iysical activiy 
[ 1 Sadal inwactions 

: 3 SF-- 
I 1 w!-w 

c lprrsnracvprmcntiw 
[ ] smoking, alcohol, drugs 
[ ] Counseling about SGUI activity [ I GF=%Y 

[ ] prmatalcare 1 1 ot& 

Nat xhcduled visit CRuidanN& uinidal signmte 

Was this d&n coded as an EPSDT Visit (I-ICFA-l$oo)? r 1 Yes I 1 No 


